Speech production after laryngectomy: discussion paper1
Anthony Priest Shipston-on-Stour, near Stratford, Warwickshire My name is Anthony Priest and I have had a laryngectomy. As a layman, I find it difficult to know how to approach professionals without offending them by my intrusion. I certainly do not wish to offend but neither am I going to apologize for making my views known. Because I am a self-taught speaker, I have become very involved in helping other laryngectomees in my area to find their voices and, because of my involvement, have obviously become interested in the approach professionals have towards their patients in this field. I feel sure you will appreciate my concern when I tell you what I read in a report by one of our chief speech therapists. Now let us remember it refers to the laryngectomee, and I quote: 'Certainly, I hate to state that I do not feel that my own training was adequate in this field. I qualified by just having seen one laryngectomee and by never having seen anybody treat and never having had a go myself. But I do not think my own experiences are unusual in this respect'. Although I admire the honesty of such a statement, I must speak, because had this therapist been summoned to treat a laryngectomee at this stage of his or her career, it is quite certain that more harm than good would have been done.
It is the approach to the patient from the very earliest that is of paramount importance. Each individual is a different mixture of complex thoughts and emotions. But unless there is a deep-seated psychological reason, or extensive surgery has made it impossible, there is no reason why a patient should not be able to talk and, once he does, rehabilitation is almost in his own hands. So let us try and give him some immediate proof of his own ability.
I feel sure that childrenbecause of their enormous inventiveness in playwould find a way to talk quite easily had they this particular problem. The therapist and patient often, I am sure, create tension between each other. This is obviously because therapists are not able to teach by example and find it difficult to make patients understand something which they do not fully comprehend themselves. Although they understand the theory, the practice is so different and the patient wonders exactly what he is being asked to do. It is a case of 'don't do as I do, do as I say'. I feel sure that this is the reason why so many patients take so long to find their voiceif at all. No one is to blame. It just happens to be a fact. There is the one big hurdle to jump and, as any horseman will tell you, it is the approach and the impulsion that are the most important factors in getting over it. So, if the professional therapists will indulge a professional laryngectomee, something may click or fall into place that will help towards our common goalthe finding of the lost voice.
I believe that had Ia self-taught speakernot found my own voice quite quickly and had followed the methods and beliefs of some speech therapists regarding a laryngectomee, it would have been a long time before I found it. Now this is a traumatic and very frightening experience for the strongest of characters and if I had read the leaflet entitled 'Laryngectomy and what it means to you' before my own surgery, I would have been very frightened indeed. This leaflet is published by the College of Speech Therapists and I found a copy of it in the hands of a patient just before surgery. It is a question-and-answer type leaflet with diagrams of both before and after surgery. One paragraph is headed 'What sort ' of changes will the operation make?', and I quote: 'The most important of these changes will be that you will no longer have a natural voice mechanism. You will retain the ability to speak and to make movements with your mouth, lips and tongue, but there will be no sound'. What a daunting thing to read just before surgery. One would almost feel like giving up there and then. Here is the first bad approach to the hurdle that has to be jumped. There need not yet have been an obstacle, but here it is. The patient has already been toldand this is the way his mind would be working before his operationthat he is going to be dumb. The impact of this paragraph would almost stop him reading on and even if he did he probably would not take it in. This was obviously written by somebody who could not possibly imagine the mind of one who has just been told that he is going to have his larynx removed, including his vocal cords. We have created a problem where one possibly did not exist before. We have helped to build the hurdle a little higher.
The language of the speech therapist must also be thought about, especially in front of patients or in literature that the patient might read. For example, 'pseudo voice' or 'oesophageal voice'. All these words in the early stages make a patient feel so different.
The most important thing is to create confidence in a patientconfidence that he is going to talk again and get back to a normal life. It goes without saying that for a patient to meet a good speaker (and never a bad one) before surgery is an enormous encouragement.
Although one therapist did remark that it probably might cause disappointment should the patient's voice at a later date not be so good, surely nothing can be wrong which helps to give another the confidence to go through surgery?
One thing I am most concerned about is that when a patient is being helped to find his voice everything should be kept simple. It is difficult, I know, because the normal therapist is unable to teach by example, as in many other therapies, and because the laryngectomee cannot emulate the therapist, or the therapist the laryngectomee. It has been suggested by one therapist that whispering should not be encouraged. Well, I am afraid I do not agree. Whispering is half way to talking. A whisper can be built on. This is the first brick to a cathedral of sound.
Since my own operation some seven years ago, I have been involved in helping other laryngectomees find their voices and, except for one who had extensive surgery, they are all talking and going about their lives quite normally. So at this stage I would like to tell you of my approach to them. This was to ask them to think their way to finding their voice. Necessity is the mother of invention. A laryngectomee has the necessity to find a lost voice: not to invent a new one but to invent a new way of coming by the old. I say again, it is most important to give laryngectomees something immediate to believe in so that they look forward to therapy and have no fear that it is going to fail. The hurdle can be jumped. We start by thinking soundsound in the mouthand by thinking air: air = sound; air under pressure = greater sound; and sound = the human voice.
So we must think sound and how to produce sound with the mouth. We have the air. It is always there. It is there every time the mouth opens and it even enters through the nose, but we need a pump to put our air under pressure. First, let us think of our mouth as an old fashioned motor-horn that has to be squeezed before it honks. It takes the air in and if we squeeze the bulb the air is forced out, and it honks. So let us imagine the bulb of our motorhorn as the top of the oesophagus which is to be filled with air and then squeezed out in a rhythmic way; pump in, squeeze out. The squeezing action is, of course, caused by the tensing of the muscles of the diaphragm, just like a singer. As we squeeze out, our motorhorn can do a lot more than honk. When the pump becomes more efficient, there will be more air in the bulb of our motor-horn and as the rhythm of pumping and tensing becomes more natural and even second nature, the voice improves in quality and volume. All we need to do now is to think about getting the first stroke of our pump Working. As mentioned before, there is always air in the mouth, but it is sometimes necessary to prove to a patient that it is there. So take an ordinary drinking straw, place it between the patient's lips and then ask him or her to draw upon it as if drinking from a glass. I found this is a good method to overcome the illusion of some patients that they are still breathing through their nose and mouth. Because this only needs a sucking or drawing motion and not an intake of breath, it is probably a good way to go about it. It is best to get the patient to hold his nose between his thumb and forefinger for the first few times, just in case the air escapes down the nose. Do not forget that this is only an exercise to get the patient to feel the air. If his eardrums pop when he swallows, it cannot be helped. As he draws the air into his mouth, tell him to hold the suction as you withdraw the straw with his lips still around it. Then tell him with his mouth still closed to place his tongue on the roof of his mouth and slowly, very slowly, half swallow. If he swallows very slowly he will feel the air pass back to the bulb of the motor-horn, to the top of his oesophagus. He may, of course, completely swallow the air but he has had his first thought.
Another exercise to encourage the pump and the retention of air is to get a tray or a large dinner plate with a little sugar in it and then get the patient to blow it from one end to another. He will eventually, with great satisfaction, blow it out of the plate. It is also worth trying to get matches blown out at greater distances because, as a smoker generally puffs out a match, this makes the patient think. I was rather amused by one therapist's remark that the air taken in with the last meal could be used towards speech. As the pump is the basis for getting the voice going, here are a few other ways I got my patients to relate to geting air into the mouth. I know we must not encourage smoking but you can remind patients if they are ex-smokers how they used to draw upon a cigarette or a pipe. You can relate to anything to get air into the mouth. I had one person driving a horse and clucking to it. I had another blowing a kiss and even one sucking his teeth; a disgusting habit I know, but it got him to take air into his mouth. Playing with the mouth in any way can help: anything to get the mouth being useful; anything to get the mouth to take air in. I also used the boat race to get the stroke of the pumpin and out, in and out, drawing, feeling the air, pumping it, getting the stroke, rhythm. All these things get the patient to think about getting the pump going. The quicker a patient gains his voice after surgery, the sooner he gets his confidence and independence. So thinking = voice, voice = independence, and good thinkers can get the beginning of their voice in days.
